DESCRIPTION
A 40-year-old man with quadriparesis presented in January 2014 with pain and swelling in the left testis for 2 weeks. He had sustained cervical spine injury 2 years earlier and had an indwelling urethral catheter since then. He had undergone a right orchiectomy 1 year prior for severe infection.
On examination, a clinical diagnosis of acute epididymo-orchitis was made, which was confirmed on ultrasonogram. Routine blood investigations revealed anaemia with leucocytosis and elevated erythrocyte sedimentation rate. Urinalysis showed pyuria and culture was positive for Escherichia coli.
The patient was hospitalised, intravenous antibiotics were started along with supportive treatment. The urethral catheter was substituted by a supra pubic catheter.
Despite these measures, the testicular inflammation did not subside. After 3 weeks pus started discharging from the anterior surface of the scrotum. Ultrasonogram revealed a large abscess in the anterior part of the testis (figure 1).
Surgical intervention was planned. The anterior aspect of the testis was found to be necrotic with foul smelling pus discharge (figure 2). Nearly half of the testicular volume was necrotic and debrided (figures 3 and 4). The healthy edges were not approximated and the wound was left open. The pus was colonised by E. coli. After 5 days the wound was found to be healthy (figure 5) and was closed in layers. Subsequent recovery was uneventful. Histopathology revealed chronic inflammation (figure 6). Ultrasonogram and scrotal Doppler performed after 1 month showed a testicular volume of 8 mL with normal vascularity. The free testosterone was 15.8 pg/mL (reference range 8.69-54.69 pg/mL).
DISCUSSION
Epididymo-orchitis 1 is common in men aged 15-30 and in men aged over 60. E. coli causing urine infections can sometimes travel down the vas deferens. This can happen at any age and is the most common cause of epididymo-orchitis in men aged over 35 as partial blockage of urine flow becomes more common with increasing age secondary to prostatic enlargement or narrowing of the urethra.
The most common cause of epididymo-orchitis in young sexually active men remains chlamydial and gonorrhoeal infections. These infections typically involve the urethra and spread to the epididymis and testis in a retrograde fashion. Urethral instrumentation, injury to the scrotum and surgeries on the prostate can also lead to this condition. Mumps epididymo-orchitis is now only rarely seen due to widespread vaccinations.
Infections from other parts of the body such as tuberculosis and brucellosis can, though rarely, infect the testes by haematogeneous spread in patients with compromised immunity. Schistosomiasis can also cause epididymo-orchitis. Non-infective epididymoorchitis may be seen in Behçet's disease or due to intake of amiodarone at a daily dose of >200 mg.
Epididymo-orchitis and acute testicular torsion have a similar clinical presentation. Moreover, both conditions have similar ultrasonogram findings of enlarged hypoechoic epididymis and testis. However, on colour Doppler the vascularity is increased in epididymo-orchitis and decreased in testicular torsion. Advanced epididymo-orchitis may cause testicular infarction as a result of extrinsic compression of testicular vascular supply by enlarged epididymis and spermatic cord and pyocele. It may also cause testicular and scrotal abscess, seen as a complex echoic mass on ultrasonogram. The latter two presentations mandate surgical intervention.
The patient in our case was a quadriparetic. The ideal care for such patients is 'clean intermittent self catheterisation'. However, due to lack of adequate nursing care our patient had an Figure 1 Ultrasonogram image depicting abscess in the anterior aspect of the testis with absent blood flow. indwelling urethral catheter for 2 years. A long-standing urethral catheter may have led to urethritis that resulted in epididymo-orchitis. This further led to testicular necrosis and scrotal abscess in this patient.
In a case of epididymo-orchitis with an indwelling urethral catheter, the catheter must be removed or replaced with a supra pubic catheter. This patient had undergone an orchiectomy on the right side perhaps for a similar presentation.
It is important to note that two procedures not only prolonged the hospital stay but also increased the cost of the treatment. Had the contralateral testis been normal, it would have been more prudent to perform an orchiectomy. This being a case of a solitary testis, we wanted to conserve as much testicular tissue as possible to ensure that a severe depletion of endogeneous testosterone production would not take place. Tunical edges were not approximated at the time of debridement as we wanted to be certain that further extension of infection had not taken place.
Despite an abscess, the left solitary testis was successfully salvaged. Although there are several case reports where orchiectomy has been performed for testicular abscess, it is rare to salvage a testis in this situation. 2 3 Learning points ▸ Long-term indwelling urethral catheters should be avoided. ▸ Even in cases of testicular abscess and necrosis it may be possible to salvage the testis. ▸ While performing debridement for testicular abscess, a staged closure may be performed to confirm the viability and to ensure that further necrosis has not taken place. 
